SUMMARY

RESULTS
Hemodynamic effects of intravenous NTG: The pre-NTG and post-NTG hemodynamic changes are shown in Table II . In all 112 segments enrolled in this study, RWT increased significantly with NTG infusion. In 28 patients, E/A demonstrated a significant increase. BP and PCWP decreased significantly. On the other hand, no significant changes were noted in cardiac index (CI) and HR. Evaluation of viability: Of 112 myocardial segments in the 28 patients, 44 were graded as asynergic at the baseline study. Of these 44 segments, 33 showed improvement in regional wall motion after administration of NTG, and 11 remained unchanged (Figure 2) . In a follow-up study of the 44 asynergic segments, 33 showed improved wall motion, 7 remained unchanged, and 4 demonstrated deteriorated wall motion ( Figure 3) . A segment was defined as viable when baseline regional wall motion, or follow-up regional wall motion, was better than or equal to severe hypokinesis. In the 44 asynergic segments, 43 segments were defined as viable, these were the same segments demonstrating systolic wall thickening with NTG infusion (Table III) . Transesophageal echocardiography with NTG correctly identified viability (p<0.05). In particular, of the 5 akinetic segments at the baseline study, 4 demonstrated viability upon follow-up study, which had been predicted with NTG-induced improvement in regional wall motion (Figure 4 ). An example of NTG-induced improvement in regional wall motion is shown in Figure 5 .
DISCUSSION
The identification of viable myocardium is important for selection of target vessels in CABG, especially in patients with severe left ventricular dysfunction.1) An accepted clinical standard for myocardial viability is delayed thallium-201 scintigraphy.2,17) An ideal technique for detecting myocardial viability is still to be defined. The possibility of obtaining reliable information on viability by means of echocardiography is attractive because of its low cost, widespread availability, and environmental safety (no radionuclides). Recent studies suggest that viable The first limitation of this study is comparing myocardial segments imaged by 2 different approaches, namely transesophageal intraoperatively, and transthoracic postoperatively. An attempt was made to minimize this problem by using a 4-segment model in which both techniques can demonstrate almost the same cross-sectional images reflecting the supply of the three main coronary arteries. A further limitation is the possible negative effect of surgery on wall motion. There may be a possibility that viable segments are defined as nonviable by baseline and follow-up studies, which can be improved by CABG. However, the akinetic segments throughout this study also demonstrated a defect in delayed thallium-201 scintigraphy performed preoperatively. A potential limitation of the study may be the subjective and qualitative evaluation of regional wall motion. However, the diagnostic accuracy may not be increased by quantitative methods, which are time-consuming and still result in endocardial and epicardial signal dropouts, because image quality appears markedly reduced after digitization of end-diastolic and end-systolic still frames with commercially available software. In addition, the human eye naturally integrates space and time, and its discriminatory power is very difficult to match and virtually impossible to surpass. Different examiners have different eyes, but there is excellent concordance between experienced observers after a limited learning curve.22) Therefore, qualitative image analysis of wall motion remains the current standard with minimal interobserver variability . 23, 24) CLINICAL IMPLICATIONS This study indicates that intraoperative transesophageal echocardiography with NTG appears to be a safe, noninvasive, feasible, cost-effective and widely available method to identify myocardial viability under the condition supported 
